W elcome to our latest offering from JICS. Since the last issue we have seen some of the wettest weather on record, the Winter Olympics and Paralympics have come and gone, and we stand on the brink of a new Cold War; proof if needed that nothing in our lives stands still for long. Medicine is no different, and intensive care medicine (ICM) would seem to be particularly susceptible to the influences of society as well as the changing trends for clinical practice; political, legal and ethical issues are as pertinent to our daily routines as the latest gizmo or wonder-drug-of-the-week.
Shifting politics are a constant, and health care has always been and always will be a political football for the kicking. The current focus on increasing public-private partnerships, and the largest reconfiguration of services in NHS history will certainly mean that the healthcare 'landscape' ten years from now will be markedly different from that of today. Escalating legal influences are exemplified by last issue' s article by Chris Danbury and Chris Newdick 1 which raises the question of whether the evolution of the legal rights of an individual is at odds with the ethics of our society -autonomy versus distributive justice. What would society make of an individual (or their relatives) claiming their right to live dependent on invasive organ support, while others who could benefit from such support are denied it due to limitation of resources. Of course where health care is paid for by the patient (and resources 'follow the money') such conflicts might not exist! Similarly, Piotr Szawarski' s eloquent revisit of legal principles in this issue' s 'Classic Case' highlights that even accepted legal entities such as the Bolam principle exist in a changing landscape.
Intensivists need to be aware of all the above issues and weigh their influence on myriad clinical conundrums when producing a bespoke patient management plan. To do so requires a diversity and breadth of knowledge; however it is important that this knowledge and our considerations are shared within the multidisciplinary team. I remember well how clear some clinical 'problems' were when I was a registrar; why then did it take so long for the consultant to come to the solution that seemed so obvious from the outset? Conversely, why was the verdict sometimes at a tangent to my expectation?
The inquisitive mind will always seek clarity to such questions; however, the over-burdened, sleep-deprived, decision-making mind may feel somewhat less enthusiastic in their response! Which is why it is vital that we allocate appropriate emphasis to these challenging issues in journals such as this, and in our more general medical education.
As well as informing, we also need to support; all these challenges can make our specialty seem daunting and could impact on medical recruitment and retention in ICM. Over recent months I have held conversations with intensive care trainees in good standing who are considering whether a career in ICM is such a good idea after all. Attributes of the profession that favour such a career are the academic and intellectual stimulation offered and the clinical rewards gleaned; however, these are at risk of being overshadowed by concerns over burnout, ever-deteriorating working conditions for consultants, the impact on family life, and the prospects of either breaching the law in order to make what we believe to be the 'right' decision for the patient or ignoring our moral beliefs in order to make the 'right' legal decision. All this at a time when society is becoming increasingly intolerant of medical complications and mistakes. The new training route to consultant status is set to be dictated by patient needs and not individual desire; which is as it should be -to an extent. If the focus of training shifts completely to one of utilitarianism then we risk losing passion in our specialties and, more importantly, specialties that are unattractive will become the haunt of those who are unappointed (or unappointable) in the more preferable ones. There is a balance; in order to ensure our specialty continues to attract (and retain) the high calibre of clinician that it enjoys currently, we need to make sure that we address the many issues that arise, and as they arise. This requires awareness and a voice -both individual and collective. While the Intensive Care Society offers the latter, it is essential that we are equally vocal as individuals -and what better way to make your thoughts known than to publish them in JICS....! This month' s issue contains the usual variety of original articles, reviews, case reports, correspondence and critical appraisal of the literature; my sincere thanks to all the authors who have contributed and the reviewers who have given up their time to bring the best to print. I sincerely hope that there is something of interest for everyone; there is too much to try and summarise in this column, so I will let the pages speak for themselves. For the pasty-eating aficionados among you I do, however, feel compelled to bring your attention to the correspondence on the 'Devon pasty' method of proning patients -best savoured with a glass of good wine! My thanks to Drs Kidd and Dow for bringing a laugh-out-loud moment to an otherwise wet and grey day.....
